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A recertific xioh survey was conducted from
October 24, 2007 through October 26, 2007, The
survey was. nitiated using the full survey process.
A random :s3mple of three clients were selected
from a population of six females with various
degrees of clisabilities.

The findingj¢ of this survey were based on
observatio 13 at the group home, two day
programs, interviews with clients and staff at both
the group lywme and day programs, review of
chinical and administrative records to include the
facility's uriusual incident reports.

W 124 | 483,420(a (2) PROTECTION OF CLIENTS W 124
RIGHTS

The facility nust ensure the rights of all clients.
Therefare the facility must inform each client,
parent (if tnz client is a minor), or legal guardian,
of the client's medical condition, developmental
and beha oral status, attendant risks of
treatment, ind of the right to refuse treatment.

This STAN JARD is not met as evidenced by:
Based on cbservation, interview and record
verification. the facility failed to ensure the right of
each cliert or their legal guardian to be informed
of the clie 1’s medical condition, developmental
-and behaisral status, attendant risks of
treatment and the right to refuse treatment for
one of the “hree clients in the sample. (Client #2)

The findirg includes:

During the entrance conferehce oh Octaber 24,
2007 at 4 20 PM, the QMRP indicated that Client
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Any deficlency statemant anding With an asterisk (") denotes a deficiency which the Institution may be excused from correcting providing it is determined that

ather safeguards provide ;i fficient protection to the patients. (See instructions.) Exvept for nursing homes, the findings stated above are disclosable S0 days

following the date of survey whether or not @ plan of Gorrection |s provided, For nursing homes, the ahave findings and plans of comection are disclosable 14
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pragram participation,
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W 124 | Continued “rom page 1 W 124
#2 had a Baravior Support Plan (BSP) to address '
. N . . C t i
her malads ptive behaviors, Further interview th‘;“:ﬁ)’;ﬂ::;‘;;;’t‘sSggﬂ‘;?ggcof:traﬁd ﬂon}
re d thzt the client had a legal guardian who h ; use o
veale g2 g the BSP for Individual # 2. A guardianship | 11/29/07

is willing to ¢ign any necessary consents for
rastrictive ir easures.

On October 25, 2007, further review of Client #2's
record failex| to show evidence that written
informed consent had been obtained for the use
of the BSF. There was no evidence that the
potential ris <s involved in using the BSP, or his
right to ref.se treatment had been explained to
the client or his/her guardian, The client's
psychalog c al assessment, dated February 20,
2007, indicated the client's cognitive abilities
tested in thi: profound range of retardation and he
lacked the apacity to process information
effectively t» make sound decisions. The
psychologl:t assessed the client as not being
capable o' naking informed decisions, the facility
failed to d »;ument attempts to secure an
approprialé surrogate decision-maker. [See
W263)

W 135 | 483.420(z) 10) PROTECTION OF CLIENTS
RIGHTS

The facility must ensure the rights of all clients.
Therefore, the facility must ensure that clients
have acci:s to telephones with privacy for
incoming and outgoing local and long distance
calls excext as contraindicated by factors
identified within their individual program pians,

This STANDARD is not met as evidenced by:
Based on nbservation and interview, the facility
failed to er sure clients had access to telephones
for privat: incoming and outgeing calls far one of
the three clients included in the sample. (Client

-

Individual #2 has a guardianship
court hearing scheduled on

t 11/29/07 at 10:00 am. Pleaze
see attachment #1,

W135

FORM.CMS-2567(02-88) Pre /s Versions Obaolete Event (D:JADC11

Fecility D! 093166 If continuation sheet Page 2 of 10




DEP-AR;I'MENTI OF HEALTH AND HUMAN SERVICES
CENTERS FOR MECICARE & MEDICAID SERVICES

FURM ArFRUVEL
OMB NO: 0838-0391

STATEMENT QF DEFICIENGI E 3 xX1 PROVIDERléUPPLIERICLIA %2) MULTIFLE CONSTRUCTION (XS) CDSI,IEPEé)TRI;{)EY
AND PLAN OF CORRECTION |DENT|FICAT‘ON NUMBER: A BUILDING
09G166 ©. WING 1012612007

NAME OF PROVIDER OR StIF PLER

D C HEALTH CARE

STREET ADDRESS, CITY, STATE, ZiF CODE
6917 MAPLE STNW

WASHINGTON, DC 20012

{X4) 1D
PREFIX
TAG

SUMILARY STATEMENT OF DEFICIENCIES
(EAGH DIZI'CIENCY MUST BE PRECEDED BY FULL
REGULAT ARY OR LSG IDENTIFYING INFORMATION)

[[n] PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION EHOULD BE
TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENCY)

(%8)
COMPLETION
DATE

W 135

W 139

Continued ~om page 2
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The finding 'ncludes:

Observatian of the facility's environment during
the survey ravealed that there were two
telephones h the facility. One was located in the
kitchen and the ather one was located in the living
room, On Cictober 24, 2007 at 7:50 PM, Client #5
was obser:d talking on the telephone with her
aunt. Tha ulient used the phone located In the the
kitchen, All persons (staff, housemates, and
surveyors) i1 the vicinity of the kitchen could hear
the client's onversation.

At no time ¢ uring the observation was the client
encouragec to use the phone located in the living
room to affard her privacy during her
conversation,

Note: Reviaw of the facility's "Resident Rights”
policy on t)stober 25, 2007 at 2:00 PM revealed
that resider ts had the right to "private access to
phones. "

At the tirme: of the survey, the facility failed to
ensure Clént #5's right to have access to private
incoming 11d outgoing telephone calls.
483.430(z) QUALIFIED MENTAL
RETARD:ATION FROFESSIONAL

Each client's active treatment program must be
integratec, coordinated and monitored by a
qualified rnzntal retardation professional.

This STAVDARD is not met as evidenced by
Based onh tibservation, interview and record
review the Facility failed to ensure that each

W 135

The staff and all individuals in the facility
including individual # 5 have been provided
with an in-service training for individual
rights and privacy to ensure that all
individuals have access to telephones with
privacy for in-coming and out-going calls, as
well as other privacy concerns. Staff was in-
serviced to encourage all individuals to use
the telephone in areas of the home that

upstairs). Please see attachment # 2.

W 159

provide more privacy (Le., the office

{}- T
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Continued ~:om page 3

client's activ 2 treatment program was
‘coordinated, integrated and monitored by the
Qualifiad N ental Retardation Professional
(QMRP).

The findinc e include:

1. The facilty's QMIRP failed to effectively
monitor eas client's day program to assure that
the day program met the needs of two of the four
clients. [S232W120]

2. The facil ty's QMRP failed to provide
continuous. active treatment. [See W249]

3. The facility's QMRP failed to review and revise
the Individ 1 at Program Plan (IPP} once the client
has succe s sfully completed an objective identified
in the IPP. [See W255]

4. The faciity's QMRP failed to revise objectives
identified i1 the clients's IPP that had not been-
achieved. [See W257]

483.440(d)i1) PROGRAM IMPLEMENTATION

As soon as the interdisciplinary team has
formulated a client's individual program plan,
each clienl must receive a continuous active
treatment program consisting of needed
interventic r s and services in sufficient number
and frequincy to support the achievement of the
objectives ientified in the individual program
plan.

This STANDARD is not met as evidenced by:
Based on rbservation, staff interview and record
verification the facility failed to provide

W 159

W 249

The QMRP received in-service trainingeoy
11/09/07, regarding the importance of | 11-4-6 I
monitoring the day programs to ensure that
all individuals are receiving continuity of care |
between the day program and the facility. |
AN dawewk & 3
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The individual program plan must be reviewed at
least by the qualified mental retardation
professio yal and revised as necessary, including,
but not liryted to situations in which the client has
successfuly completed an objective or abjectives
identified in the individual program plan.

This STANDARD is not met as evidenced by:
Based or nbservations, staff interviews and
record re /ew, the Qualified Mental Retardation
Professicral (QMRP) failed to review and revise
the Indivi 1 1al Program Plan (IPP) once the client
has succ = ssfully completed an objective identified
in the IPF* for one of the three clients in the

(X4) 1D SUN MARY STATEMENT OF DEFICIENCIES 1D " PROVIDER'S PLAN OF CORRECTION x8)
PREFIX (EACH [ EFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULR BE COMPLETION
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W 249 | Continued from page 4 W 249
continuous: sctive treatment for one of the three
clients in th2 sample. (Client #2)
The findiny includes:
On October 24, 2007, Client #2 was observed
stringing beads from 5:20 PM until 6:10 PM.
Thirty min 1 es later, at 6:45 PM the direct care
staff was observed giving Client#2 a stringand 3
box filled wth beads. The client did not string the
beads, the: slient sat idle for approximately 20
minutes. rterview with the direct care staff Staffwas provided with an in-service training
indicated ‘- at that client "loves" to string beads. on 10/29/07 on properly implementing -
Review of the Client #2's Individual Program Plan Individual # 2's communication program.
(IPP) revezled an objective which stated, "[the QMRP will monitor weekly and Speech lﬂ:l?/o:-
client] will give her communication partner a Therapist will monitor the communication
picture to .r:fequesga_"DRiNK, BEADS’ or " program monthly to ensure staff
BATHROIM, 75% independently in ane year. comprehension and proper implementation of
ro . or—2— e o .
There wa: no evidence that the direct care staff pﬁg:kam’ :)P\: - N b\ (4B
implemented Client #2's communication program. v )
W 255 | 483.440(f)(1)(1) PROGRAM MONITORING & W 255
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sample, (Glent #2)
The finding ¢ include:

1. The facilty failed to revise Client #2's BSP '
once the ¢ innt successfully achieved the
establisheii criteria.

During the entrance confarence on October 24,
2007 at 4:1) PM, the Qualified Mental
Retardatian Professional (QMRP) revealed that
Client #2 t zd a Behavior Support Plan (BSF) to
address he maladaptive behaviors.

Record verfication of the BSP dated May 29, - .
2007 indicated that the physical aggression was )Iandw;d?al.# 2 BSP was reviewed by the
included it the BSP. The objective stated, "[the Psychologist on 11/13/07.  An additional
client] will cecrease physical aggression to zero month of zero occurtence of physical |y 43.a7
per month “or nine months.” According to the aggression is needed to meet the objective.
Psychology Quarterly reviews from February Ifthe objective is achieved in November, the
2007 throixjh October 2007, the client had not objective will be revised in 2007,
displayed physical aggression. Please see attachment # 5. ( L~ &)

There wa: no evidence that the QURP revised
Client #2's behavior objectives once he met the
establishex! criteria.

2, The faclity's QMRP faiied to revise Client #2's
self medication pragram once the client met the .
establishe«| criteria.

On Qctoter 24, 2007 during the medication pass
administrazion, the medication nurse was
observed to wipe the client's hands. The client
was obser/ed to hold the cup while the
medicaticin hurse punched the medication into the
cup. The nlient swallowed the medication, drank
the water iind put the cup into the trash. Although
interview vith the medication nurse indicated that

FORM CMS-2567(02-98) Prasijs Versions Obgolele Event ID:JODCTT Fadllity ID: DIG 166 I continuation sheet Page 6 of 10
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The indivijtial pragram plan must be reviewed at
least by the qualified mental retardation

| professior zl and revised as necessary, including,

but not lirr i‘ed to situations in which the client is
failing to rragress toward identified objectives
after reasable efforts have been made.

This STANJARD is not met as evidenced by:
Based on racord review, the Qualified Mental
Retardation Professional (QMRP) failed to revise
objectives identified in the individual program
plans (IPPs) that had not been achieved for one

of three c'ients in the sample. (Client #2)

The findir ¢ includes:

The QMR failed to review Client #2's personal
hygiene program in which the client failed to
make proy‘ess toward identified objective after
reasohab ¢ efforts have been made.

Review o Slient #2's Individual Program Plan
(IPP) datex| March 2007, revealed that the client
will improv 2 her activities of daily living skills.

D C HEALTH CARE - WASHINGTON, DC 20012
! - 'ARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (x5)
é’é”E’,ﬁ& (Eﬁ«ésl}lJ nl; {" :lCIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD ?ETE CW;:%'ON
TAG REGULA" '(IRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFEREEEEE 'E% g;!)E APPROPR :
W 255 | Continued From page 6 W 255
the client vias not on a self medication program,
the review cf the IPP dated March 2007 revealed Individ I _—
= e - ual # 2 self medication ob
an objective. The self medication steps included: evised on 11/06 /01;1 " reﬂ?:rc:tohgc:r\;eg:::
pick up mez:llcat‘ion cup, take medication, pick up and meet the individual habilitative needs "(" o
cup of wata*, drink water and put cup in trash. The QMRP will monitor the program for an-
Review of tha data sheets from March 2007 roeress on o auarter]y basi Prog: 4
revealed tha client has successfully completed Ip’lci:c o aﬁaq " "‘rgﬁf:;“g
the objectivs. : chmen a.
There was 10 evidence that the QMRP revised
the self mxiication program.
W 257 | 483.440(f)( 1)(iii) PROGRAM MONITORING & W 257
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Further revizw revealed that Client #2 had an
objective v/hich stated, “[the client] will participate .. ’ ) )
in upper by bathing using wash mit/cloth with Individual #2's PP was reviewed a}“,i revised
verbal prorpts on 80% of the trials for three to meet her habuh_tatwc needs. Individual # 2
months. Fleview of the data sheets from April objective on bathing her upper body hasbeen | 11/09/07
2007 throuch August 2007 revealed that the chient revised in accordance with her ability and
required physical assistance on all the trials, data collected.
recorded. ~here is no evidence that the objective Please see attachments 6 & 6b.
had been rovised.
W 263 | 483.440(F ( 3)(ii) PROGRAM MONITORING & W 263
CHANGE
The committee should insure that these programs
are conducted only with the written informed
consent of the ¢lient, parents (if the client is a
minor} or &gal guardian. :
This STANDARD is not met as evidenced by:
Based on chservation, staff interview and record
review, the facility failed to ensure that each
client's bel avior intervention technique, including
the use o' ehavior modification drugs was
conductes] with the written informed consent of
the client, parents (if the client is a minor) or legal
guardian ‘or one of the three clients in the
sample. Client #2)
o Consent has bzen sought and obtained from
The findirk inciudes: the Human Rights Committee for the use of | 11faq/o 2
The facilty failed to obtain informed ol the BSP for Individual # 2.
e facili'y failed to obtain informed consent prior divi p oy
to the use: of restrictive measures as described in i%uﬁ'ﬁ::fijé :::;5;?1‘3“81“"
Client #2's Behavior Support Plan. [See W124] | 11/29/07 at 10:00 am. Please
W 322 | 483.460(11' (3) PHYSICIAN SERVICES W 322| gee attachment #1. o
The facilizy must provide or obtain preventive and
general mdical care.
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This STANCARD. is not mat as evidenced by:
Based on ¢k servation and record review, the
facility failed to provide preventive and general
medical ¢a e for two of three clients included in
the sample. (Clients #1 and #2)
The finding £ include:
1, The facll ty failed to obtain podiatry
appointme s for one of the four ¢clients in the
sample. ((;ient#1)
Record reviaw of Client #1 medical records on
October 24, 2007, at 11:00 AM, revealed that the
Client #1 rzd a podiatry consult on January 15,
2007. It was recommended that the clients return
in twelve v'eeks. At the time of the survey, there
was no av cence that the facility had scheduled
an podiatr; follow up appointment. .
) The Podiatrist visited the facility on 11/16/07 | ! 6o
Interview \v'th the Qualified Mental retardation at 7:00 am, Individual # 1 received podiatrist
Professior &l on the same day verified that the gervices, Please see attachment # 8,
client had not seen the podiatrist as
recommerncied.
2. The faci ity failed to obtain a colonascopy for
Client #2, limely,
Review of (lient #2's medical record on October Individual #2°s Colonoscopy
25, 2007 it 2:00 PM revealed a physician order is scheduled for 12/5/07. The
dated Maich 16, 2007, ta "reschedule a delay in the Colonoscopy was
colonosex ¢y for advance age.” Interview with the due to lack of guardian.
Qualified- V ental Retardation Professional Individual #2 has a guardianship
(QMRP) zrd Program Director on October 26, court hearing scheduled on
2007 at aporoximately 10:00 AM indicated that 11/29/07 at 10:00 am. Please
the previcus QMRP did not follow through on the see attachment #1. 13(5707
scheduliny of the colonoscopy and therefore has
been rescedulad November 16, 2007.
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A. BUILBING
B. WING

(%X3) DATE SURVEY"
COMPLETED

10/26/2007

NAME OF PROVIDER OR SIIPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE

_ 6917 MAPLE ST NW
D C HEALTH CARE WASHINGTON, DC' 20012

(X4) 1D _ SUM ARY STATEMENT OF DEFICIENCIES
PREFIX (EACH D IFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATCRY OR LSC [DENTIFYING INFORMATION)

D
PREFIX
TAG

DEFICIENCY)

PROVIDER'S PLAN OF CORREGTION {X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENGED TO THE APPROPRIATE OATE

1000} INITIAL COMMENTS

A re-licens J e survey was conducted from
October 24, 2007 through October 26, 2007, A
random sa Tiple of three residents were selected
from a population of six females with various
degrees of cisabilities.

The findings. of this survey were based on
observatio 15 at the group home, two day
programs, interviews with residents and staff at
both the grcup home and day programs, review
of clinical and administrative records to include
the facility' s unusual incident reports.

1 226) 3510.5(c) STAFF TRAINING

This Statuz: is not met as evidenced by:

Based on rterview and record review revealed
that the fality failed to ensure Cardiopulmonary
Resuscitaion (CPR) to one of twelve direct staff.
(Staff #1)

Tha findin j includes:

Review of 11e personnel records on October 25,
2007 at 1:30 PM revealed Staff #1 lacked
evidence 1" CPR training. Interview with the
Human Resources Spacialist verified that Staff
#1's CPR tertification had expired.

| 301| 3520,2(a) PROFESSION SERVICES: GENERAL
PROVISICINS

Each GHI/RP shall have available qualified
professional staff to carry out and monitor
necessan' professional interventions, in
accordant:e with the goals and objectives of every
individual abilitation plan, as determined to be
necessan’ by the interdisciplinary team. The

1000

| 226

i 391

First waining on 11-18-07,
e
ﬂm‘

Staff #1 received the CPR/

11-16o3

Health Regylation Admind it-ation |

LABORATORY DIRECTORY: -JR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

/%ﬁ‘un Hancgin

(X6) DATE

H{28/0

STATE FORM

oL

JaBC11

If continuatian sheet 1ofd
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NAME OF PROVIDER OR SUPPLIER

D C HEALTH CARE

STREET ADDRESS, CITY, STATE, ZIP CODE

6917 MAPLE ST NW
WASHINGTON, DC 20012

STATEMENT OF DEFIGIENUIZS (x1y PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3) gg{nifg&‘{f‘f
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
A. BUILDING _
B. WING
09G166 10/26/2007

SUNVNARY STATEMENT OF DEFICIENCIES

PROVIDER'S PLAN OF CORRECTION

D {XE)
,:t.)éf,s)‘.!& (EACH CEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULA 'ORY OR LEC [DENTIFYING INFORMATION} TAG CRoss-REFEREggEI% I-Ir.:.i,l g\l;t)a APPROFRIATE © DATE
1 391 | Continued From page 1 1391
professiona services may include, but not be
limited to, 't ose services provided by individuals
trained, quelified, and licensed as required by
District of {Solumbia law in the following
disciplines or areas of services:
(a) Medicre;
This Statute: is not met as evidenced by:
Based on record review, the GHMRP failed 1o
ensure thzit a copy of the professional license
was maintained for review for each individual
providing yofessional services at the GHMRF as
required by District of Columbia law.
o \ |
The findiny includes: A copy of the Podiatrist license was on file in
. the main office at the time of .
Review of 11e personnel files on October 25, However, the Human Resource spsel:;::;zt
2007, revealed the facility lacked evidence of a failed to forward the information as
current ficense for the podiatrist. Interview with requested. An in-service traihing was hetid | W q-e1-
the Human Resources Specialist revealed that he ; : A
f - with him on 11/09/07 regarding the
would prode the information to the state agency, im M .
: - . portance of providing documents in a
however t12 information was not provided as timely manner
indicated. D\cone. Hee m‘(\w.\»m&v\‘f ale
| 422 3521.3 HABILITATION AND TRAINING | 422 |
Each GHIARP shall provide habilitation, training ) ' ) . .
-and assis #ince to residents in accordance with Staff was provided with an in-service traiming
the residert’ s Individual Habilitation Plan, on 10/29/07 on properly implementing
' Individual # 2's communication program. )
This Statut2 is not met as evidenced by: QMRP wifl monitor weekly and Speech 25/o%
Based on I terview and record review, the Therapist will monitor the communication
GHMRP {ailed to ensure habilitation, training and program monthly to ensgure staff
assistanc» was provided to Resident #2 in comprehension and proper implementation of
accordan:» with his Individual Habilitation Plan. program. ¢\eon—=2— e s .
PR N o (5B)
The findir ; includes:
See Federal Deficiency Report Citation W248

Health Regulation Adrminl:;t afion

STATE FORM

L

JEDCA1

If cantinuation sheet 2 of 4
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the samplz (Resident #2)
The finding includes:

See Fede -l Deficiency Report - Citations W255

1 426| 3521.5(c) HABILITATION AND TRAINING | 426

Each GHIARP shall make modifications to the
resident ' s program at least every six (6) months
or when th: cllent:

(¢) Is failing to progress toward identified
objectives: after reasonable efforts have been
made,

This Statuta is not met as evidenced by:

Based on record review, the Qualified Mental
Retardatiy1 Professional (QMRP) failed to revise
.objective; identified in the individual program
plans ({IPI?3) that had not been achieved for one

aggression is needed to mest the objective.
Ifthe objective is achieved in November, the
objective will be revised in 2007.

Please see attachment# 5. (1~ 6 )

STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERIGLIA (X2) MULTIPLE CONSTRUCTION ma)gg&%ﬁ&‘}"ﬂ“
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: 14 suioma
09G166 B. WING 10/26/2007
NAME OF PROVIDER OR SIJPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
6917 MAPLE ST NW '
D C HEALTH CARE WASHINGTON, OC 20012
' l SUMWARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION {X5)
&45).:[3( (EAGH D= ICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATC RY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
: DEFICIENCY)
| 424 3521.5(a) 1ABILITATION AND TRAINING 1424
Each GHW FIP shall make modifications to the
resident ' s program at least every six (6) months
or when thz client.
{a) Has su>z:essfully completed an objective or
objectives identified in the Individual Habilitation
Plan;
This Statu¢ is not met.as evidenced by:
Based on »)servation, staff interview and record
review, the: SHMRP failed ta ensure habilitation
and trainir ¢ was provided to its residents that
would enahie them to acquire and maintain life
skills neec ed to cope more effectively with the . . _
demands > their environments and to achieve Individual # 2 BSP was reviewed by the
their optirrum levels of physical, mental and Psychologist on 11/13/07. An additanal
sacial fun«:tioning for one of the three residents in month of zero occurrence of physical

il- V507

Health Regulation Admini ;ifation
STATE FORM =rgp

JBDC11

If continuation sheet Jof 4
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p . I i RVEY:
STATEMENT OF DEFICIENC ES ~ | (X1) PROVIDER/SUPPLIER/CLIA (%X2) MULTIPLE CONSTRUCTION {X3) SSI.E Lsé-‘TED
AND PLAN OF CORRECTION IDENTIFICATION NUMBER!
A. BUILDING
, WING
09G165 ° 10/26/2007

NAME OF PROVIDER OR SL FPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
6917 MAPLE ST NW

D € HEALTH CARE WASHINGTON, DC 20012 ‘
T"RY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION o
R Erix (EAC‘:SI:J e (IENGY MUST BE PRECEDED BY FULL PREFIX (A CH R o TiE R PRIATE vl
TAG REGULAT 3 2Y OR LSC IDENTIFYING INFORMATION) TAG CROSS R R ENC)
| 426| Continued I-'om page 3 F 426 : 4 rovised
| . : Individual # 2's TPP was reviewed and re
of three residents in the sample (Client #2). to meet her habilitative needs. Individua;# 2
inding i : objective on bathing her upper bodybas beol | 11/09/07
The finding includes: re\j:ise 3 in accordance with her ability and
: Report - Citation W257 data collected.
See Feder| Deficiency Repo Please see attachmenits 6 & 6b.
| 500 3523.1 RESIDENT'S RIGHTS 1500 ,
The staff and all individuals in the facility |
Each GHN F'P residence director shall ensure including individual # 5 have been provided ‘
that the rignts of residents are observed and with an In-servioe training for individual
protected i1 accordance with D.C. Law 2-137, this rights and privacy to ensure that all
chapter, ant other applicable District and federal individuals have access to telephones with }
jaws. privacy for in-coming and out-going calls, as
well as other privacy concerns. Staff was in-
' . ) ' serviced to encourage all individuals to use .
This Statu is not met as evidenced by: the telephone in areas of the home that if-4- o7
Based on -1 )servation, interview and record provide  more pri i
X - ) privacy (i.e,, the office
review, the: SHMRP failed to ensure the , upstairs). Please see attachment # 2
protection:; of each clients rights two of the six ‘ ]
residents in the facility. (Resident #2 and #5) ]
o e o St o
w135 Individual #2 has a guardianship
: court hearing gcheduled on
2. See Feceral Deficieincy Report - Citation I 11/29/07 at 10:00 am. Please
W124 an¢l W263 see attachment #1.
' Consent has been sought and obtained from
the Human Rights Committee for the use of
the BSP for Individual # 2, ]
Individuat #2 has a guardianship | 11-24-01
court hearing scheduled on
i 11/29/07 at10:00 am. Please
see attachment #1.
Health Regulation Admini;t ation
STATE FORM aaan JoDC11 If cantinuation sheet 4 of 4
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